The indications and the timing for tracheostomy in patients with SARS CoV2-related are a matter of debate. In the previous Literature, there are several recommendations and Guidelines on "how" to carry out a tracheostomy in COVID-19 patients but, conversely, the indications appear unclear and the timing is variable, essentially referring to the experience gained during the previous SARS CoV1 epidemic of 2003 \[[@CR1]\].

In a recent issue of European Archives of Otorhinolaryngology, Mattioli et al. published a short communication dealing with the timing of tracheostomy in COVID-19 patients. They report that the tracheostomy reduces the Intensive Care Units (ICUs) stay and, in the context of prolonged invasive mechanical ventilation (IMV), should be suggested within 7 and 14 days to avoid potential tracheal damages \[[@CR2]\].

Traditionally, tracheostomy is the commonest surgical procedure in ICUs and is performed to ease weaning from ventilator support, to facilitate airway and pulmonary toilet, to improve patient comfort and daily living activity, to decrease laryngeal injury from endotracheal intubation, and to prevent long-term complications, including tracheal stenosis.

Recently, Shiba et al. reported that, in consideration to the rapid evolution of the disease in critically ill patients, tracheostomy does not provide any benefit on the outcome: therefore authors did not believe that prolonged intubation should be considered an indication. Moreover, they reported that current intensive care protocols have a low incidence of tracheal stenosis following a prolonged intubation: this value is not substantially higher than the approximate 2--3% airway stenosis associated with tracheostomy. Finally, a proven mortality benefit of tracheostomy in severely ill patients in the ICU has not been demonstrated \[[@CR3]\].

According to Hiramatsu et al. the optimal timing of tracheotomy in critically ill patients remains controversial. The timing from tracheal intubation to the tracheostomy ranged from 14 to 25 days in previous reports of the SARS pandemic. Considering the unstable general condition in coronavirus patients, early tracheostomy (within 10 days) should be avoided \[[@CR4]\].

David et al. underlined that survival in COVID-19 patients requiring IMV is extremely poor (\< 20%): this argues against early tracheostomy. However, when tracheostomy is indicated authors suggest to delay it from 14 to 21 days post-intubation to allow for sufficient decline in viral load \[[@CR5]\].

In the ICU of our Hub Covid Hospital, 8 patients underwent open tracheostomy. Tracheostomy was performed according to the following indications: intubation prolonged over 14 days, bronchopulmonary overlap infections, and patients undergoing weaning. Two patients died after tracheostomy; the median time between tracheostomy and death was 3 days. A negative prognostic trend was observed for a shorter duration of intubation.

In our experience the mortality rate among ICU COVID-19 patients undergoing tracheostomy was 25%, a result in line with the previously reported overall mortality rate in ICU COVID-19 patients (26%). According to our data, we could infer that tracheostomy did not impact on the natural history of these patients.

Another interesting observation is the trend toward significant association between the duration of intubation and overall survival; specifically, in our cohort an intubation shorter than 20 days determined an increased risk of death. This result could support the choice to postpone open tracheostomy in COVID-19 patients, as previously suggested by AAO-HNS for SARS CoV1 patients.

Although it is not possible to define an optimal timing, it is our opinion that tracheostomy in a stable or clinically improved COVID-19 patient should not be proposed before the 20^th^ day after orotracheal intubation.
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